With advancing the treatment of stroke patients, their mortality has decreased but morbidity and disability have increased. Hence, it becomes increasingly important to find measures to improve these areas. The study aims to assess the quality of life (QOL) and disability in stroke survivors at least six months post-stroke.
INTRODUCTION
Medical advances in stroke treatment have prolonged the lives of stroke survivors but has given rise to increase in disability and hence a decreased quality of life (QOL). 1 Globally, 70% of strokes and 87% of both strokerelated deaths and disability-adjusted life years occur in low and middle income countries. 2 Strokes mainly affect individuals at the peak of their productive life. 2 Approximately 90% of stroke survivors have compromised functions and half of them need assistance in activities of daily living (ADL). [3] [4] [5] [6] A considerable proportion of costs is caused by longterm care, rehabilitation, nursing, and reduction of work productivity. 5, 6 Many studies worldwide and in Nepal have focused on risk factors and profile of stroke patients. [7] [8] [9] As stroke affects multiple areas of life, basic factors assessing impact of stroke on these areas like QOL, disability, satisfaction and well-being need to be included as outcome measures to determine patient's prognosis. Hence, the researcher attempts to assess the QOL of stroke survivors in Nepal and measure disability in them six months after stroke.
MATERIALS AND METHODS
Descriptive cross sectional study design was adopted to carry out the study. The data was collected by face to face interview in the Neuromedicine and Neurosurgery outpatient departments (OPD) of Kathmandu Medical College (KMC) for 6 months from January to June 2019. Ethical approval was obtained from the Institutional Review Committee of KMC (Reference number 1009201811) and written informed consent was taken from all the participants.
Patients above the age of 18 and who have had stroke at least six months prior to the time of data collection were included in the study. Quality of life can only be seen when the patients have recovered from their acute disease and hence is usually seen six months post event. 10 Patients who were already dependent regarding ADL before their stroke event, those mentally not able to give consent and information and those too sick to participate in the study were excluded.
Purposive, non-probability sampling technique was used to take patients attending the Neuromedicine and Neurosurgery OPDs of KMC.
Quality of life was assessed using 'Health related quality of life in stroke patients (HRQOLISP)' questionnaire and disability was measured using the 'World health organization disability assessment schedule (WHODAS 2.0)'. Both the tools have 7 domains each, given by the author themselves. Both are standard tools with measured validity and reliability. 11, 12 Collected data was coded and entered into Statistical Package for Social Science (SPSS) version 16 for statistical analysis. Confidentiality was maintained. Mean, median, standard deviation and Pearson's correlation were used during analysis. Mann Whitney U test was used to calculate the p value.
RESULTS
A total of 155 respondents were included in the final analysis. Patients with higher quality of life were found to have lesser disability ( Table 5 ).
Among the 155 respondents, majority had ischemic stroke (80%), more than half had stroke for less than one year (58%), more than two third had only one admission (67%), 11% still smoked, 8% drank alcohol and only half of them exercised (50%). Comorbidities were present in more than three fourth (76%) of the respondents.
The descriptive characteristics of the sample are given in Table 1 . NRs 50,000-1,00,000 27 (17.4) >NRs 1,00,000 6 (3.9) The quality of life was found to be better in the 'ecosocial' domain and worst in the 'soul' domain.
The domain and final quality of life mean scores are given in Table 2 . In the disability score, patients scored the best in 'Getting along with people' and 'Self care' domains (lesser score meaning lesser disability) and worst in the 'Life activities: school/ work' domain. The domain and final disability mean scores are given in Table 3 . Respondents who had hemorrhagic stroke, only one admission and those who did not exercise had a better quality of life. Similarly, patients with less than 10 years of formal education, those who were not earning and those with comorbidities had more disability (Table 4 ).
Quality of life domains

Disability domains
There was no significant difference in quality of life or disability in terms of other independent variables under consideration such as sex, marital status, perceived family support, hemisphere, duration of illness, smoking and alcohol intake. Correlation analysis of continuous variables showed better quality of life with lesser age, higher monthly family income and higher Barthel index score (lesser disability). In the same way, higher disability was found in respondents with higher age and lower Barthel index score ( Table 5 ).
Variables
Quality of life Disability Education
Variables †r value p value
QOL score Age -0. 
DISCUSSION
During analysis of quality of life, the psychoemotional, spirit and soul domains were most affected whereas the physical, intellectual and ecosocial domains were most affected in a study done by Owolabi in Nigeria. 13 This shows that in Nepalese population, the emotional and spiritual aspects of life get compromised more during stroke. The lack of financial support and health insurance may have caused the frustration and the lack in a person's belief system. 15 where there was no difference in QOL scores in ischemic and hemorrhagic strokes. This discrepancy in results may be because the number of patients with hemorrhagic stroke taken in this study are less than that of ischemic stroke.
Respondents who were admitted only once had better quality of life. This is quite obvious because those admitted more than once did so because of some health problems and ailments that may have decreased their quality of life.
Respondents who did not exercise had better quality of life. Though paradoxical, this may be because those who had more severe disease and could not walk were undergoing physiotherapy which was also included in exercise. QOL was not associated with other independent variables like sex, education, occupation, marital status, perceived family support, comorbidities, hemisphere, duration of illness, smoking and alcohol intake. This is similar to the studies done by Owolabi 15 and Carod-Artal 16 where these variables did not show association with QOL. But this is in contrast to the study done by Akubakar 17 where sex, education and disability showed significant correlation with QOL.
Regarding disability, respondents who had less than 10 years of formal education, those who were not earning and those who did not have comorbidities had more disability. People with less education may not have been able to explore the treatment options that could lead to more disability. At the same time those respondents who were not earning were so because they had more disability and hence could not work. This is in line with the study done in Italy. 5 Higher comorbidities in respondents seems to have caused more disability as they were more debilitated by extra diseases beside stroke.
Correlation analysis of quality of life showed statistically significant negative correlation with age and positive correlation with monthly family income and Barthel index. Elderly population hence had worse quality of life. This is in contrast with the study done in Brazil where age and QOL had weak correlation and no significant association. 16 This discrepancy may be because to larger sample in the Brazilian study. Quality of life increased with increase in monthly family income which shows the importance of financial component for adequate treatment and physical and mental well-being.
Barthel index signifies more disability with lesser score. 18 Hence, quality of life was found to be better with higher score of Barthel index. A study conducted in Brazil is also in agreement with this finding. 16 This means the QOL is poor with more disability and attention needs to be given to improving the physical concerns of disability during rehabilitation of stroke patients to improve their QOL.
Regarding disability measured by WHODAS 2.0, there was significant positive correlation of disability with age meaning higher the age more the disability. However, a significant negative correlation of disability was found with Barthel index, meaning higher the Barthel index score, less the disability.
A significant negative correlation as found between quality of life measured by HRQOLISP and disability measured by WHODAS 2.0.5,19 This also depicts that lesser the disability, better the quality of life in patients.
However, a smaller sample size and study in a single institute limits the generalizability of the findings. As this is a cross sectional study, it also does not cover the changes in QOL and disability over time. Also, as respondents who were too sick to participate in the study were excluded, the QOL and disability scores may not depict the true burden of the disease.
CONCLUSIONS
The study concludes that disability greatly affects the QOL and every measure should be taken to lower the disability, making the patients more capable to perform daily activities, earn a living and hence have an improved the quality of life. Attention should be given to domains that are mainly affected in quality of life (soul) and disability (life activities: school/work) during rehabilitation of stroke patients.
